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deaths must be identified by other means if the aim is lo estimate overall mortality from injury or illness severe enough to require emergency care. Analysts also must be cautious about using discharge data to estimate the incidence of injury or illness requiring hospitalization, lest children who are transferred after admission or who are readmitted for follow-up care be counted more than once.
Efforts by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) to incorporate ongoing monitoring of hospital performance into its approach to accreditation is likely to lead to new, targeted data collection in order to report specific performance indicators (JCAHO, 1987, 1988; Jurkiewicz, 1988; O'Leary, 1991). Trauma care is one of the areas for which indicators are now being tested. For example, an indicator of the appropriateness of airway management of comatose trauma patients is the proportion of such patients who are discharged from the ED before a mechanical airway is established (JCAHO, 1991). A set of data elements needed to determine performance on the indicators has been identified. How efficiently and effectively data amassed through this mechanism might be used in EMS and EMS-C planning, evaluation, or research on a broad scale remains to be seen.
Trauma Registries
Many hospitals maintain trauma registries that capture detailed information on the care and outcomes of patients admitted with traumatic injuries. Where trauma systems have been established, a registry may cover all the hospitals participating in the system. A few statewide registries also exist. Unlike many other emergency care data systems, trauma registries typically include data on prehospital and hospital care.
The CDC advises inclusion of core data elements in seven categories (Pollock and McClain, 1989): demographic and identifying data; incident description; prehospital care; ED care; surgical care; anatomic diagnosis; and outcome data. Software packages are now available that permit hospitals to manage their registries on personal computers.4
Two long-term efforts have been made to collect data on an even broader basis to help evaluate trauma care. The Major Trauma Outcome Study (MTOS) uses data from 139 hospitals to establish broad characteristics of trauma and to develop national norms for severity-adjusted survival (Champion et al., 1990b). By 1987, it had demographic, ctiologic, severity, and outcome information on more than 80,000 patients of all ages; of these, just over 10 percent were pediatric patients. MTOS data have been used to calculate severity indexes and outcome norms (e.g., for probability of survival) for adults and for children and to analyze topics such as causes of injury, death rates, and lengths of hospital stays.iously distort conclusions and policy actions taken on the basis of such findings. One study, for instance, determined that 24 percent of pediaLric injury deaths in an urban area were not seen in hospitals (Cooper et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
